In his review of adequate hypertension control, Dr. Graves speaks to the problem of systolic hypertension in the elderly and laments that "only 30% of general practitioners, 38% of internists, and 58% of cardiologists were willing to treat to the aggressive targets outlined in the JNC 7 [seventh Joint National Committee] guidelines."
For those over 60 with systolic pressures between 140 and 159 mm Hg, no interventional studies have been done to show that treatment does more good than harm.
In this era of evidence-based guidelines (wherein a patient with five common afflictions would be prescribed 12 medicines costing $406 per month 4 ), might treatment of isolated hypertension in this "over-60/under-160" multitude be appropriately described as flying by the seat of our pants, or perhaps as non-evidence-based medicine? Is it really so outrageous that only 58% of cardiologists are willing to aggressively push toward a goal that is safely achievable no more than 60% of the time? In our zeal to undo this human condition, are we confusing normal with ideal?
Perhaps when knowledgeable and caring primary care providers "in the trenches" fail to follow recommendations by experts, the problem deserves another look, and what seems like poor performance at first may not be so outrageous after all.
IN REPLY: I would like to thank Dr. Norenberg for his interest in my recent article in the Cleveland Clinic Journal of Medicine, 1 but I am afraid I must respectfully disagree with most of his premises. First, there are numerous prospective trials confirming the efficacy of treatment of all forms of systolic hypertension in the elderly. [2] [3] [4] [5] [6] It is upon this considerable body of evidence that the treatment guidelines from the major hypertension societies are based. [7] [8] [9] [10] Dr. Norenberg acknowledges the information I presented about the contrarian view of hypertension treatment presented by the British Hypertension Society (BHS). 7 A more careful evaluation of the BHS conclusions, however, reveals that the treatment threshold of 160/100 mm Hg is for the very small group of patients without any other cardiovascular risk factors. The BHS comes back to the same treatment targets in the population Dr. Norenberg describes in his letter, ie, older patients with systolic hypertension, as they almost universally have concomitant cardiovascular risk factors such as dyslipidemia, diabetes, or known atherosclerosis obliterans.
However, the most important point that Dr. Norenberg's letter raises is why physicians would be unwilling to follow the less-than-140/90 recommendations of experts. I have previously written about this very topic. 11 The primary issues seem to be the rapid evolution of the guidelines due to multiple clinical trials of hypertension, fear of medication side effects, and loss of focus on the importance of systolic blood pressure in favor of focusing on the unique benefits of certain classes of antihypertensive therapy (the "dessert" in my article 1 ). This failure of change in physician behavior regarding adherence to evidence-based guidelines has led to increased oversight not only of errors in medical care, but also of performance, with measures of performance increasingly being available on the World Wide Web. 12 Since society has judged that we physicians are too slow to adapt to evidencebased guidelines for quality of care, as illustrated by Dr. Norenberg's letter, we will now increasingly see "pay for performance" by Medicare and other providers. 13 I end with the main point to be derived from Dr. Norenberg's letter and my article, which is what I would term "financial adaptive evolution in health care"-we either follow the guidelines or we will not be paid! That societal demands for improved health care have to be achieved in this punitive fashion should be an epiphany to all of us who are in pursuit of the best care for our patients. 
